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	PRIMARY CARE HEALTH HOME (PCHH) JANUARY 2018-JUNE 2019 
	Figure

	Executive Summary The PCHH began in January 2012, andhas been in operation for 7 years and 6months PCHH Services 36,626 enrolled at least 1 monththrough July 2019 29% enrolled in 2019 for first time 10% in PCHH>5 years The PCHH saved over $160 Per Member Per Month in 2018 
	CLINICAL IMPROVEMENTS Executive Summary REDUCTIONS IN UTILIZATION Cholesterol Levels Blood Pressure Levels A1c Weight Loss Hospitalizations Emergency Department (ED) Visits Prevalence of chronic conditions is much greater in the PCHH compared to the general population. 19% 35% 12% 1.73 points 20.5% lost 10%+ body mass 25% 
	Health Homes provide care to individuals in MO with chronic health conditions that are associated with High mortality rates, overuse of ED and inpatient settings Disproportionately high Medicaid costs PCHH addresses these issues through Integrated physical/behavioral health care Provision of clinical training, technical assistance, and practice coaching in policy development and utilization management Data sharing to better manage and report on Medicaid costs, to report outcomes/cost of care, and to influen
	Minimum of 25% (site-specific) of population covered by MO HealthNet or uninsured Develop/maintain a health home capable of overall effectiveness Have strong engaged leadership Medical director Physician champion Administrators Information technology Empanelment for providers Use CyberAccess for care coordination Interoperable patient registry (e.g. for tracking and measuring care, automated reminder, and exception reports) PCHH PROVIDER BREAKDOWN Health Home Organization Qualifications Currently 40+ of the
	How does it happen? Staffing of PCHH 
	PCHH Clinic Locations 
	A Note on Chronic Pain Chronic Pain is pain that lasts past the time of normal tissue healing. Riskstratification for severity of pain, as well as for worsening condition and/or opioiddependency will be incorporated into eligibility.  Qualified participant eligibilityshall be limited to chronic non-cancer neck and back pain, chronic pain posttrauma, (i.e., motor vehicle collision), and others as determined medicallynecessary through a prior approval process. The criteria for the risk of developing another c
	POPULATION The number of people served in FY2019 includes all individuals who had at least one attestation as of June 2019. Percentages are based on the # of persons served. Youth includes children between the ages of 0-15. Transition age Youth are between the ages of 16-25. Adults are ages 26-64. Older adults are ages 65 or older. Age of FY2019 Enrollees 
	NUMBER OF PARTICIPANTS BY AGENCY 
	Figure

	Percent of enrollees byyear of enrollment The majority of participants in the population represented were new to the PCHH in 2019. The second largest group represented in this report had their first attestation in 2012, the year the Health Homes began. The year of  enrollment is based on the first date a person was ever engaged in a health home, and may have had breaks in the time they were participating in the PCHH, or may have been previously enrolled with a Health Home operated by Missouri Community Ment
	Prevalence: Chronic Health Conditions Most PCHH enrollees have three or more chronic health conditions or risk factors identified by their agency prior to their enrollment. Hypertension is the most common condition/risk factor for adults. Asthma is the most common condition for children (under 18 years). 
	Reducing Weight and Body Mass In patients who were overweight or obese at the first reading, and had at least 2 readings for comparison, 20.5% of patients lost 10% or more body mass, 12.5% lost 5%-10% body mass, and 19% lost less than 5% or maintained their weight. BMI- for adults Obesity is a risk factor for the development of a number of chronic conditions. Nearly 60% of adult PCHH participants have a BMI >30 (obese). BMI is a difficult measure to show significant change. However, a loss of every 5% of bo
	CLINICAL INDICATORS SMALL CHANGES MAKE A BIG DIFFERENCE Reducing LDL Cholesterol Levels In patients who had LDL levels over 100 at the first reading, and had at least 2 readings for comparison, 72% of patients had improvement, 1% had no change, 27% had an increase in LDL levels* 19% reduction in LDL levels 10% ↓ in cholesterol 20% ↓ in cardiovascular disease** Improving Uncontrolled Cholesterol leads to *Months between readings: Overall = 38.18; participants with LDL reduction = 38.92; participants with no 
	A1c Improvement In patients who had an A1c>9.0 at the first reading, and had at least 2 readings for comparison, 66% of patients had improvement, 15% had no change, 19% had increase in A1c levels.* 1.74 point reduction in A1c levels CLINICAL INDICATORS SMALL CHANGES MAKE A BIG DIFFERENCE 1 point ↓ in A1c 21% ↓ in diabetes related deaths 14% ↓in heart attacks 14% ↓in microvastular complications** Improving Uncontrolled A1c (blood sugar) leads to *Months between readings: Overall = 40.97; participants with A1
	↓ 6 mm HG 16% ↓ in cardiovascular disease 42% ↓in stroke** Improving Uncontrolled Blood Pressure leads to Blood Pressure Reductions In patients with high blood pressure at their first reading, and had at least 2 readings for comparison, 74% of patients had improvement, 3% had no change, 23% had increase in blood pressure levels.* 18 mm Hg decrease in diastolic BP CLINICAL INDICATORS SMALL CHANGES MAKE A BIG DIFFERENCE *Months between readings: Systolic Overall = 42.94; participants with systolic BP reductio
	HOSPITALIZATIONS AND ED VISITS per 1000 PCHH enrollees who had at least1 attestation in FY 2019 35% in ED visits 25% in Hospitalizations The maximum benefit for reductions in ED visits and hospitalizations seems to be for people who are in health home for approximately 3 years.  Beyond three years, rates do not continue to decrease at a population level, but increase slightly indicating that people who stay in the PCHH beyond 3 years might be a population with greater healthcare needs. Though the greatest r
	47% in High Utilizer ED visits 46% in High Utilizer Hospitalizations High Utilizers have three or more emergency department visits or two or more hospitalizations in the 12 months prior to their first attestation in the PCHH. They represent 18.3% of the overall PCHH population. Compared to all other enrollees, their ED use is 3 times greater, as is their baseline (Year 0) hospital use. This group shows a greater percentage decrease in ED and hospital visits across five program years with the initial greates
	PCHH Cost Savingsthrough 2018 For calendar year 2018, the average per-member-per-month cost savings for someone enrolled in PCHH for 12 months was $164.65.* * Those with costs greater than three (3) standard deviations of the population averave were removed from the cost savings calculation. 
	One of the overarching goals of the PCHH is to reduce hospital use and emergency department visits by providing necessary, routine care for participants with chronic health conditions. This is accomplished through the care management provided by the PCHH staff. The statewide goal is for 75% of all ED visits and hospitalizations to have a follow-up call or face-to-face visit between the PCHH enrollee and nurse care manager. Of note, Missouri has set the bar high for hospital and ED follow-up. The 72-hour tim
	Other Activities Coordination and administration of the PCHH requires effort and collaboration from multiple partners. 2018 and 2019 Care Team Forums Regional Behavioral Health Consultant Learning Collaboratives Regional and Joint (with Behavioral Healthcare Homes) Nurse Care Manager Learning Collaboratives PCHH team member-specific and content-specific webinar trainings PCHH periodic informational webinars In 2018 and 2019 multiple networking and trainings were provided to PCHH staff through efforts coordi


